In our study we stated that each pair of wards had identical bed numbers, skill mix, nurse staffing establishments and patients with similar dependency levels. The design and layout of each pair of wards were almost identical. Terry Haines and Keith Hill are of course right to point out that other confounding differences between the wards may have existed.
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A statistical debate on correct methodology for analysing results appears to be a common feature in most falls trials, if not perhaps all studies. In this study we received three separate expert opinions from statisticians on how best to analyse the results, and therefore we fully appreciate and agree with the comments on the difficulties and inconsistencies encountered with statistical analysis. We do however feel that the method we chose to present the data is valid and perhaps more realistic than using falls per year as in reality patients do not stay in hospital for a year.
Randomising individuals rather than wards reduces bias, but does introduce new difficulties, including consent issues given the prevalence of dementia and acute confusion in fallers, and the likelihood of falls occurring soon after admission. It also presents difficulties in maintaining a control group, as staff may not restrict what they view as helpful interventions only to designated patients, or if extra time and attention is given to intervention patients it may reduce staff time and attention to control patients. Balancing the difficulties of both clustered and individualised RCTs in inpatient falls prevention appears to be a key issue for future research, and may require a variety of study designs. In a vignette-based questionnaire study, only 10% of 450 physicians felt that anticoagulant therapy significantly affected QL [2] . Interestingly, this study showed physicians would be more likely to use anticoagulants for thromboprophylaxis of non-valvular atrial fibrillation (NVAF) in a 55-year-old patient than in a 75-year-old patient, even though the risk of treatment outweighs benefit in younger patients.
FRANCES HEALEY
We could find only three studies in the literature that involved patients' perception of QL on anticoagulant therapy for thromboprophylaxis of NVAF. In a study with utility-based approaches using time trade-off (reflecting a person's preference for a shorter but healthier life) and standard gamble methods (measuring what chance of death someone would be willing to take to be healthier), patients felt that warfarin therapy would slightly decrease QL [3] , whereas in the Boston Area Anticoagulation Trial in Atrial Fibrillation (BAATAF), warfarin therapy was not associated with any reduction in perceived QL unless associated with bleeding [4] . The ongoing Birmingham Atrial Fibrillation Treatment of the Aged (BAFTA) study compares warfarin versus aspirin for stroke prevention in AF in people aged 75 and over in the community, and should answer several important questions including QL aspects associated with anticoagulant therapy [5] .
In the early stages of treatment, oral anticoagulation may affect QL from bleeding complications and in the longer term QL may be affected by the inconvenience of clinic visits, blood tests and restricted lifestyle (e.g. diet and alcohol). To find out whether long-term warfarin therapy affects QL we have undertaken an observational study on patients aged 75 and over with NVAF attending community anticoagulation clinics in Leeds. We assessed QL using generic (SF12v2 [6] ) and specific (warfarin-related) questionnaires. We interviewed 85 patients who had been on warfarin for less than a year and 244 patients who had been on warfarin for more than a year. We are currently analysing the data and anticipate that the information provided by our study will further contribute to this important aspect of anticoagulation treatment in older people. Post-stroke fatigue: an important yet neglected symptom SIR-Evidence is emerging that fatigue after stroke is a common and distressing symptom to patients [1, 2] , and that it is not just a symptom of depression. In our experience, stroke patients frequently complain about fatigue, and therapists often report that sessions of therapy are limited by fatigue. If the latter is really the case, this might have important implications for rehabilitation and recovery from stroke. Therefore, as part of a pilot study to assess the feasibility of several different questionnaires to measure poststroke fatigue in hospital inpatients undergoing rehabilitation, we interviewed patients about fatigue, and asked their physiotherapists whether, in their view, sessions of therapy had been limited by fatigue. We recruited 20 inpatients (median age 78 years), at a median of 62.5 days after stroke onset. All had an abbreviated mental test score of more than seven, and none had significant dysphasia. Fatigue was measured using the Fatigue Severity Score (FSS) [3, 4] ; and a score of five or more was used to define fatigue. The Geriatric Depression Scale (GDS) was used to screen for depression.
Of the 20 patients interviewed, eight (40%) had a FSS indicating fatigue, and seven had a GDS score of 7 or more, indicating possible depression. Of the eight patients with fatigue, five had a GDS score of 7 or more. Information from physiotherapists about whether fatigue interfered with therapy was available for 16 patients. Therapists stated that fatigue had interfered with therapy in six patients, of whom three had fatigue on the FSS. Overall, there was no significant association between therapists' and patients' reports of fatigue, though this probably reflects the small number of patients studied.
These data suggest that fatigue is a common symptom after stroke, and that post-stroke fatigue might, to some extent, be associated with depression. This study also suggested that sessions of physiotherapy may be limited by fatigue. Further work is required to investigate the time course and associations of post-stroke fatigue, and to develop tools to measure objectively the extent to which fatigue interferes with participation in therapy. Three memorable patients SIR-I write in the hope that the editor may consider the provision of opportunities for reminiscence therapy to retired geriatricians as one of the legitimate functions of this journal. Clark [1], whose descriptions of such important oddities as the Diogenes Syndrome were an inspiration to at least one recently appointed consultant, drew attention to a patient who abused a substance while in hospital, a practice which may still be prevalent in France. Accompanying a French physician round his ward, we arrived at a lady with alcoholic liver failure. 'I think you are still a little yellow', he told her. 'Of course I am, doctor' she replied with incontrovertible Gallic logic, 'it's because you make me drink nothing but orange and lemon juice-all the other patients have red wine with their lunch, and they are nice and pink.' Conroy and Luxton [2] suggest that the skills of a geriatrician are sometimes relevant to younger patients. A local general practitioner (GP) wrote to me begging me to see his 35-year-old patient, Cedric the Mountainous Mongol, since no other department had been able to offer any help. His description was as incorrect clinically as it was politically, but although I knew that Cedric did not have Down's Syndrome, I did not know what he did have. My SHO, a GP trainee who had just finished a stint with the paediatric department, wondered whether he might have Prader-Willy Syndrome. Muttering that there were some rather atypical features, I looked it up and sent one of my very rare consultation requests to a paediatrician, who confirmed the diagnosis. Where the GP was correct was in supposing that a geriatrician might have at least the armamentarium (in the shape of the Day Hospital), if not necessarily the skill, to provide ongoing support.
Finally, Colebatch [3] draws attention to ill-fitting dentures as a banal but occasionally overlooked cause of dysarthria, and reminds me of a patient seen on a (comparatively) recent post-take round. He had suddenly developed dysarthria, and the admitting SHO had suspected a small brainstem infarct and was hoping to make a case for an MRI scan. By the time we arrived at the bedside, he had recovered
